DEPARTMENT OF HEALTH
Council on Physician Assistants
4052 Bald Cypress Way, BIN #C03
Tallahassee, FL 32399-3253
(850) 245-4131

MQOA PhysicianAssistant@doh.state.fl.us

INSTRUCTIONS FOR COMPLETING THE APPLICATION
FOR CHANGESTO THE PRESCRIBING LICENSE

No feerequired

A new application is required for any change (adadindeleting) of employment location,
specialty area of practice or supervising physi@arf an authorized supervising physician
leaves an employment setting approved for the playsiassistant, the physician assistant will no
longer be eligible to prescribe with that physician

A supervisory physician may delegate to a fullgfised physician assistant the authority to
prescribe any medication used in the supervisoygiplan's practice, pursuant to Sections
458.347(4)(e), and 459.022(4)(e), Florida Statwted, that is nolisted in Rule Sections 64B8-
30.008 and 64B15-6.0038, F.A.C. and islsied in Chapter 893, F.S. and in accordance with
rule sections 64B8-30.003, and 64B15-6.003 F.AACfully licensed Physician Assistant” is
defined as a physician assistant who has succlyssadsed the NCCPA examination or other
examination approved by the Board of Medicine aasl leen issued a license, other than a
temporary license, as authorized under Section3438nd 459.022, Florida Statutes.

An applicant for licensure as a prescribing phgsiassistant shall, together with the supervising
physician, jointly file an application for licenguon a form provided by the Council. Only
physicians with an active Florida license, thatas on probation, are eligible to be supervisors
for prescribing physician assistants as authormeRules 64B8-30.003(4) and 64B15-6.003(3),
F.A.C. Multiple physicians may be listed on thensaapplication form provided that all
supervising physicians practice in the same sgg@ata and in the same practice setting.

CHANGESWITHIN A PREVIOUSLY APPROVED EMPLOYMENT SETTING OR
SPECIALTY AREA OF PRACTICE

Part A of the application must be fully completed andhe by the physician assistant. A
separate application form is required for eachrdisspecialty area of practice, as well as
separate employment settings. Satellite officébimithe same practice are not considered
separate employment settings.

Part B of the application must be fully completed andhsig by the supervisory physician. A
separate application form is required for eachriisspecialty area of practice, as well as
separate employment settings. Satellite officébimithe same practice are not considered
separate employment settings.
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The application must be legibly printed or typed afi signatures must be original. All parts of
the application may be duplicated in sufficient tn@ms to allow for completion.

Once the proper documentation to support a changetescribing application has been
received in the board office, an approval lettdl e sent to the physician assistant. A physician
assistant may not prescribe under a new physicigihtbat physician has been approved.

A new supervising physician may be added to artiagigmployment setting by submittifigrt
B of the prescribing application.

SUPERVISION DATA FORM:

If the physician listed oRart B is not currently listed as your supervising phigsicyou must
submit a Supervision Data Form in addition to thpli@ation. A Supervision Data Form can be
printed from the physician assistant websitenatv.doh.state.fl.us/mga

Upon any change in employment or supervision, @hgiician assistant shall notify the
Department on the Supervision Data Form approvettiéyouncil and Boards within 30 days
of such change pursuant to Rule 64B8-30.004 or 6482031, F.A.C.

Upon any change in employment status the licenbgsigan assistant’s prescribing privileges
shall immediately be stayed until such time asva wetten agreement is entered into pursuant
to Rule 64B8-30.007 or 64B15-6.0037, F.A.C. an@wa form is filed with the Department.
PRESCRIBING LICENSE RENEWAL.:

The prescribing license is renewed biennially anth¢luded with the physician assistant license
renewal fee.

SUBMITTING THE APPLICATION:

The application may be submitted by mail or eleutrally by fax at: (850) 412-1285 or by emaill
at: MQA_PhysicianAssistant@doh.state.fl.us

MAILING ADDRESS:

Department of Health
Council on Physician Assistants
4052 Bald Cypress Way,

BIN #C03
Tallahassee, FL 32399-3253
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Department of Health
Council on Physician Assistants
4052 Bald Cypress Way,
BIN #C03
Tallahassee, FL 32399-3253
(850) 245-4131

APPLICATION FOR CHANGESTO LICENSURE
ASA PRESCRIBING PHYSICIAN ASSISTANT
NO FEE REQUIRED

PART A
TO BE COMPLETED BY THE PHYSICIAN ASSISTANT:

FL PA
License#:

PA

Name:
(Please Print)

First Middle Name Last

Mailing
Address:

Number and Street Name

City State Zip

Email
Address
(optional)

Primary
Practice
Location:

Number and Street Name

City State Zip

Office
Telephone #:

Satellite
Location:

Number and Street Name

City State Zip

Office
Telephone #:

Specialty area for this application:
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Print the physician’s name, license number andiajtg@rea of practice you are deleting.

DELETION OF PRESCRIBING SUPERVISING PHY SICIAN(S)

Physician’s name: License Number Specialty AreBraftice:

DELETION OF ALL PRACTICE LOCATION(S) (PLEASE PRINT)
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STATEMENT OF PHYSICIAN ASSISTANT:

l, Yeestare that | have

(Please Print)
been delegated by my supervising physician(s) nameein, the authority to
prescribe, pursuant to a written agreement, anycagdn used in my supervising
physician's practice pursuant to sections 458.34&)Y4nd 459.022(4)(e), Florida
Statutes, that are nlb$ted in Chapter 893, Florida Statutes and iroed@nce with
formulary rule sections 64B8-30.008 and 64B15-68)@3orida Administrative
Code.

| further state that | have completed at leastel{B3 classroom hours in
prescriptive practice conducted by an accreditednam approved by the Board
of Medicine, which course covers the limitatioresponsibilities, and privileges
involved in prescribing medicinal drugs.

These statements herein are true and accurate tee#t of my knowledge.

Signature of Physician Assistant: Date Signed:
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PART B
TO BE COMPLETED BY THE SUPERVISING PHYSICIAN:

This page may be duplicated in sufficient numberaltow for completion by each supervising physicia

Physician’s
Name:
Please print First Middle Last
Physician’s Florida Medical License Number: Physis Specialty Area of Practice:
Physician’s
Practice Number Street Name
Location:
City State Zip
Office
Telephone #: Business Phone:
Physician’s
Satellite Number Street Name
Location:
City State Zip
Office
Telephone #: Business Phone:

l, , State that | have delegated to
(Print Name of Physician)

d&IBA license #: PA

(Print Name of Physician Assistant)

the authority to prescribe, pursuant to a writtgreament on file at our practice location, any
medication used in my practice if such medicat®natlisted in Section 893, F.S. and in accordancg
with the formulary rule sections 64B8-30.008 anBB8-6.0038, F.A.C. | further acknowledge that
the Physician Assistant named herein is fully lfgghunder, and complies with the provisions of
Sections 458.347(4)(e) and 459.022(4)(e), Florid#éugs, and the rules promulgated thereunder. |
have knowledge that the Physician Assistant nameeglrhhas completed the three-hour prescriptive
practice course which covers the limitations, resgalities, and privileges involved in prescribing
medicinal drugs.

D

The statements herein are true and accurate tettef my knowledge.

Signature of Supervising Physician: Date Signed:
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